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Psychiatric advance directives (ADs) allow an individual to state their preferences for future
treatment at times when they may be unable to make considered decisions. There are
differences in their form and legal value and the process associated with their use and
completion. Several studies have now been completed to assess the impact of ADs on
service use and coercion. Their results give a mixed picture but directives nevertheless
have the potential to support the empowerment process, minimize experienced coercion,
and improve coping strategies. These may in turn reduce the frequency of in-patient ser-
vice use. Further studies on the different processes of facilitation involved and on different
populations are necessary to improve our knowledge and use of these potentially powerful
interventions.
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INTRODUCTION
Concerns related to compulsory treatment and perceived coer-
cion have been reported in European countries (1, 2). Coercion
is a wide ranging and poorly defined term that includes com-
pulsory care in both hospital and the community and also the
non-statutory pressures exerted upon patients to accept treat-
ment (3, 4). So-called “voluntary” patients often feel coerced to
accept their mental healthcare treatment and this may come from
several sources (5). Such coercion has been described as a hier-
archy: persuasion, leverage, inducement, threat, and compulsion
(6, 7). It appears from large scale studies that such strategies are
common (5).
Compulsory treatments have been found to be associated with
a number of negative effects (3, 8, 9) such as reduced treat-
ment satisfaction (10) and increased rates of future involuntary
treatment (2).
Perceived coercion may be associated with either compulsion
or other treatment pressures and may alter the therapeutic alliance
(11). Negative treatment experiences could lead to a reduction in
future help seeking and may increase avoidance of mental health
care and support (12). This would be counter productive and likely
to lead to adverse outcomes and reduce autonomy and empow-
erment over time (4). It is therefore important to develop both
measures of perceived coercion and interventions that may reduce
it. In this paper, we present psychiatric advance directives (ADs) as
a possible intervention to reduce perceived coercion and enhance
empowerment (13, 14).
The process of empowerment requires the active participa-
tion of the person receiving care in the decision-making process
(15). It has been argued that this is the “opposite” of the use of
coercion (16).
EMPOWERMENT
Empowerment has been defined as “the ongoing capacity of indi-
viduals or groups to act on their own behalf to achieve a greater
measure of control over their lives” (15).
Empowerment is a process rather than an outcome (17–20) and
is at the heart of the recovery process (21–24).
The main components of empowerment include: access to
information and resources, ability to make choices, critical think-
ing, the assertive expression of needs, self-efficacy and self-esteem,
social activism, righteous anger, and optimism-control (25). It
has been demonstrated that perceived coercion decreases when
individuals have a say in their care decisions (16).
PSYCHIATRIC ADVANCE DIRECTIVES
Psychiatric ADs are legal documents (albeit with different author-
ity in different jurisdictions) that allow an individual to clearly state
their preferences for future treatment at times when they may be
unable to make considered decisions. They can thus be considered
as a way “to help people retain control over their treatment when
incapacitated” (13). ADs thus support the empowerment process
in the medium to long-term and have the potential to minimize
perceived coercion (16).
As related by a service user, ADs can work as a bridge to self-
knowledge (26). The process of creating the plan involves the
patient in an active analysis of the past crisis and in developing
possible alternative approaches in future.
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BARRIERS TO IMPLEMENTATION
In spite of the potential and real benefits described above mental
health service users (27) rarely use directives. Several barriers have
been identified that relate to the individual themselves, the care
team, and/or the overall system (27).
In most jurisdictions, ADs can be overridden of the risks are
considered to be high enough and this remains one of the most
important barriers to their use (27). Service users’ confidence in
their directives and whether they will be respected are strongly
linked to this issue.
A history of recent involuntary treatment (within the last
2 years) has been shown to be associated with a reduced inter-
est in ADs (28). We hypothesize that this may be due in part to a
number of factors: fear of legislation, lack of confidence in insti-
tutions, and cognitive avoidance of distressing previous crises and
their treatment.
Two studies have found however that 50–75% of mental heath
service users are attracted by ADs, particularly if support to
complete them is available (28, 29).
The contrast between high levels of interest and low levels of
uptake (particularly among those recently coerced) demonstrates
the need to promote, develop, and assess specific interventions.
TYPES OF ADVANCE DIRECTIVES
Directives vary in form, content, and legal authority and there
are also significant differences in the way they are drawn up.
Typically they fall into one of three broad types: classic psychi-
atric advance directives (C-AD), facilitated psychiatric advance
directives (F-AD), and joint crisis plans (J-CP) (30).
CLASSIC PSYCHIATRIC ADVANCE DIRECTIVES
Classic psychiatric advance directives are generated by the service
user without any specific assistance. The individual may: (1) give
informed consent to future treatment, (2) express personal val-
ues and treatment preferences, or (3) delegate a proxy for taking
decisions in case of future crisis and/or loss of decision-making
ability. These directives can be prescriptive (saying what to do),
proscriptive (saying what not to do), or both. If chosen with care
these can greatly enhance autonomy, but this can be compromised
by a lack of support and information. C-AD are sometimes not
carried out to their full extent due to lack of clear description
of specific crisis-related situation and treatment details. In such
cases, the treatment preferences are more likely to be overruled by
caregivers.
Due to very low rates of completion overall (27) and difficulties
experienced in the process without support (24, 28), alternative
types of facilitation have been proposed.
FACILITATED PSYCHIATRIC ADVANCE DIRECTIVES
Facilitated psychiatric advance directives are a form of directive in
which a trained facilitator helps the service user document his or
her preferences and thus create a final document. A randomized
controlled study showed that this form of facilitation significantly
increased completion rates (31). The exact means of facilitation
varies.
One of the most studied methods of facilitation (31) is a 60–
90 min semi structured and manualized discussion with a trained
Table 1 | ADBCT seven steps.
1. Information provision regarding advance directives
2. Exploration of past experiences of mental health crises. Identification
of relapse triggers and prodromal signs
3. Assessment of past experiences of medication and other treatments,
both helpful and unhelpful. Evaluation of the cost and benefit of each
treatment and in which circumstances a given treatment is acceptable
or not
4. Long-term relapse prevention strategies are discussed including coping
strategies which should be used or not if a specific situation arises
5. The individual drafts the advance directives statement independently
but can ask for support if needed. Specific thought is given here to
ensuring the directive is readily accessible when needed
6. During further episodes of crisis, the advance directive will be used if
appropriate and its content openly discussed with the originator
7. After the episode of illness, the directive is rigorously reviewed to
ensure it best meets the individual’s particular needs and desires
facilitator. It includes the provision of information and a review
of past treatment experiences before the development of future
treatment preferences.
Advance directives based on cognitive therapy (ADBCT) are
another form of directive (32). A trained staff member (ideally
the care coordinator) facilitates the process in generally two to
eight sessions (33). ADBCT aim to explore “what happened” and
develop possible alternatives for future episodes. Such interven-
tion typically requires more than one session, particularly if there
is avoidance behavior related to the previous crisis or to per-
ceived coercion (33). The novelty of ADBCT (Table 1) lies in
the cognitive-behavioral conceptualization of the process (33).
There is a collaborative approach and a “concordance model” (34)
founded on joint exploration of the individual’s specific illness
model and coping strategies. The whole process is a constructive
collaboration between patient and caregiver, in which disagree-
ments and differences of opinion are respected and acknowl-
edged. It also incorporates motivational interviewing and problem
solving approaches (35).
Facilitated psychiatric ADs may be vulnerable to the influence
of the facilitator on the service user so care is needed in this regard
during facilitation.
JOINT CRISIS PLANS
Joint crisis plans (36, 37) are another form of directive. Here the
service user and the care team are involved in a negotiating process
with a third-party facilitator. This facilitator might be a men-
tal health worker (from a different part of the service), a family
member, a friend, or an advocate. The first appointment helps
the patient and his case manager to formulate the plan. During
the second meeting, the patient might invite his other caregivers,
family members, and psychiatrist in order to finalize the content.
The facilitator’s role is to encourage and allow discussion between
all parties. If there are continuing differences of opinion these are
clearly documented in the plan.
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A recent study in the Netherlands compared two types of J-CP,
one facilitated through the patient’s advocate and the other by the
patient’s clinician (38). The content of the directives was assessed
(39) using a “quality of crisis plan checklist.” With the exception
of the sub-score related to the medication, the scores were higher
in the advocate group than in the clinician group. This may be due
to a number of factors (39) such as better patient–advocate rela-
tionships, a more holistic approach by advocates, possible patient
preferences for non-clinical encounters or to insufficient training
in clinicians.
WHEN IS THE BEST TIME TO CREATE A DIRECTIVE?
There is no consensus on when is the optimal time to create a
directive. It has been argued (40) that directives must be drafted
in community settings and not during hospitalization. Hospital-
ization is however where the issues are often most acute and/or
difficult.
Others suggest (33) that the end of the admission might be
the most appropriate period as the acute crisis has subsided but
remains fresh in the person’s memory and there is generally active
support from services. Such a collaborative approach at this stage
may also serve to reduce treatment dropout following discharge
from hospital.
TRANSITION CRITICAL-TIME
For some, developing a directive will always be difficult whether
they are in hospital or in the community. For others (e.g., high
users of in-patient care), the critical moment of transition between
in-patient and community settings represents a moment of cri-
sis (41) and may be a chance to intervene and develop plans.
For these groups, transitional case management (TCM) may be
helpful. This is a brief intervention (42) adapted from assertive
community treatment (ACT) models (43). It has been suggested
(44) that integrating TCM with some forms of ADs may be helpful.
LEGAL AUTHORITY OF DIRECTIVES
The usefulness of directives is dependent upon them being used
and “respected” by those making decisions during periods of cri-
sis (30). Access may be improved by measures such as coping the
directive to the care team and/or lodging them in electronic records
systems. The respecting of directives depends on a number of fac-
tors: legislation, culture among professionals, and crucially the
actual content of the directive.
IMPACT ON SERVICE USE AND COERCION
A Cochrane review and meta-analysis (45) on ADs included only
two trials. An evaluation of an intensive intervention with a J-
CP (36) concluded that participants in the intervention group
were less likely to have been re-hospitalized (at a trend level only)
either voluntarily or involuntarily at follow-up. No differences
were found for the low intensity intervention study based on
booklet information (46). The authors hypothesized that “more
intensive forms of AD show promise” and concluded: “there are
too few data available to make definitive recommendations.” They
highlighted the need for good quality randomized controlled trials
to assess the effectiveness of ADs in the mental health setting.
These conclusions have to be assessed alongside less positive
recent empirical findings (37) not included in the review. The
results of this large study did not confirm the previous results
(36), possibly due to some “dilution” in the clinicians’ skills or
motivation due to involvement of a wider group of clinicians in
the study.
In US, a study on F-AD (24) compared a sample of com-
pleters to non-completers and found a statistically significant
association between F-AD completion and lower rates of coer-
cive interventions at follow-up. The study could not however
exclude possible bias from initial differences between completers
and non-completers.
The evidence regarding ADs is therefore mixed. A number of
controlled studies suggest a reduction in involuntary hospitaliza-
tion (24, 36) or a trend toward a reduction (36) and other studies
do not (37, 46). Positive effects on service use and coercion may
therefore be associated with the type or the intensity of the facili-
tation process used, but further research in this area is required to
draw any firm conclusions.
POSSIBLE MECHANISMS OF CHANGE
Enthusiasm generated by the emergence of ADs led some to
hypothesize an impact upon core recovery processes. It has been
asserted that directives empower through the expression of the
patient’s own treatment preferences (30, 47, 48). Following any
of the processes described above the service user and those
around them should be more aware of early signs of relapse
and have a clearer picture of acceptable and effective interven-
tion strategies (24, 32, 33, 36, 49). This in turn is likely to lead
to the enhancement of insight, self-esteem, and satisfaction with
treatment (50). It has been demonstrated that facilitated direc-
tives improve the working alliance with clinicians at short-term
follow-up (31).
It may also be the case that directives are possible tools for
coordinating tasks and enhancing communication and coherence
(30). This possible effect on continuity of care could improve an
individual’s network and reduce high or “chaotic” in-patient and
emergency rooms service use (36, 46, 48, 51). Further enquiry is
required however.
FUTURE DIRECTIONS
Further studies (45) are required to examine the more intensive
forms of intervention described above.
The most frequently studied interventions (F-AD or J-CP) are
generally very short-term and there may be a need in complex sit-
uations and difficult situations for more sessions to develop more
complex and considered plans. More intensive interventions such
as ADBCT (32, 33) may therefore be valuable alternatives. Further
studies are needed to substantiate this and better understand the
processes involved.
High users of services may particularly benefit from a facilitated
approach as their care is often crisis driven and chaotic, but exist-
ing research does not focus on this particular group. Only 10% of
the patients included in the larger study on J-CP (37) had three
or more hospital admissions in the 2-years before study inclusion.
The participants of the intervention group of the larger study on
C-AD had a mean of 0.6± 0.3 in-patient admissions in the year
before inclusion. Further studies on high service users (in-patient
services as well as emergency rooms) are clearly needed.
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CONCLUSION
There are important differences in the processes involved in com-
pleting ADs, in their content, and in their legal authority between
jurisdictions. There are also clear variations in individual and
group practice that may serve to limit their use. These differences
are likely to reduce the potential of ADs to influence such outcomes
as service use, the empowerment process, and recovery. They may
also lead to individuals feeling a greater sense of coercion. Some
encouraging research findings however suggest that ADs may have
an impact upon one or more of these outcomes. Further studies
are urgently needed on the different forms of directive and the
processes of facilitation involved to allow us to develop and tar-
get their use more clearly and effectively. Research on populations
who may benefit in terms of their diagnosis and patterns of ser-
vice use are also required to ensure that those who may benefit
most are allowed the opportunity. The conclusions of the present
review need to be considered in the light of the fact that is a narra-
tive review. Systematic reviews and meta-analysis of the emerging
evidence (37) in this field and ongoing large scale studies (48, 52)
should significantly improve our understanding over the coming
years.
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